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REPORT  ^ ^ 

ON 

The  Certification  of  Blindness  ; and  the 
Ascertainment  of  the  Causes  of  Blindness. 


PRELIMINARY. 

1.  On  20th  November,  1930,  the  Union  of  Counties  Associations  for  the  Blind 
set  up  a Standing  Committee  to  study  the  problems  of  the  prevention  of  blindness, 
with  power  to  co-opt.  The  Committee  has  co-opted  officers  of  Government 
Departments,  Medical  Officers  of  Health  and  representatives  of  Ophthalmological 
Societies,  and  the  Committee  now  consists  of  the  following : — 

Chairman  ; 

Mr.  P.  M.  Evans,  m.a.,  ll.d.,  Vice-Chairman  of  the  Advisory  Committee  on 
the  Welfare  of  the  Blind,  Chairman  of  the  Union  of  Counties  Associations 
for  the  Blind,  and  Vice-Chairman  of  the  National  Institute  for  the  Blind. 

Elected  Members: 

Canon  C.  E.  Bolam,  Member  of  the  Council  of  the  Union  of  Counties 
Associations  for  the  Blind. 

Mr.  Bernard  Cridland,  f.r.c.s.,  representative  of  Great  Britain  on  the 
International  Association  for  the  Prevention  of  Blindness. 

Dr.  A.  Eichholz,  c.b.e.,  late  Chief  Medical  Inspector,  Board  of  Education,  and 
Member  of  the  Council  of  the  Union  of  Counties  Associations  for  the 
Blind. 

Dr.  J.  Ferguson,  County  Medical  Officer  of  Health,  Surrey. 

Mr.  G.  F.  Mowatt,  j.p..  Member  of  the  Council  of  the  Union  of  Counties 
Associations  for  the  Blind. 

Co-opted  Members: 

Mr.  J.  D.  M.  Cardell,  f.r.c.s.,  representative  of  the  Ophthalmological  Section 
of  the  Royal  Society  of  Medicine. 

Mr.  T.  H.  Cresswell,  d.o.oxon.,  m.r.c.s.,  l.r.c.p.,  Hon.  Ophthalmic  Surgeon, 
Lincoln  County  Hospital. 

Mr.  W.  McG.  Eagar,  Secretary-General,  National  Institute  for  the  Blind. 

Mr.  J.  Herbert  Fisher,  f.r.c.s.,  m.b.,  b.s..  President  of  the  Council  of  British 
Ophthalmologists.  * 

Mr.  J.  B.  Lawford,  f.r.c.s.,  representing  the  Ophthalmological  Society. 

Dr.  J.  Tate,  County  Medical  Officer  of  Health,  Middlesex. 

Dr.  J.  C.  Bridge  of  the  Factory  Department  of  the  Home  Office, 
Mr.  F.  R.  Lovett  of  the  Ministry  of  Health,  and  Dr.  J.  E.  A.  Underwood 
of  the  Board  of  Education,  have  sat  on  the  Committee,  but,  in  view  of  their 
official  positions,  have  not  signed  this  report. 


2.  At  the  outset  the  Committee,  in  attempting  to  explore  the  problem  of 
prevention,  were  faced  with  the  lack  of  any  scientific  data  of  two  essential  kinds, 
first  as  to  the  prevalence  of  the  actual  defects  of  the  eye  determining  blindness,  and, 
secondly,  as  to  the  various  causes  of  these  defects.  It  seemed  to  them  therefore  that 
there  would  be  advantage  in  arranging  that  ophthalmologists,  when  conducting  their 
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'examinations  for  the  purpose  of  certifying  whether  a person  is  blind  or  not,  should 
at  the  same  time  record  two  facts,  the  actual  defects  ascertained  by  examination, 
and  the  underlying  causes  of  blindness.  The  systematic  recording  of  defect  and 
causes  over  a term  of  years  and  of  a large  number  of  cases  would  provide  exact  data 
on  a scale  never  before  achieved,  and  should  lead  to  far-reaching  results  in  the 
problems  of  prevention,  which  is  the  main  objective  of  the  Committee. 

3.  The  Committee  were  thus  moving  in  the  direction  of  proposing  that  the 
certification  of  blindness  for  the  purpose  of  the  Blind  Persons  Act  should 
be  conducted  by  skilled  ophthalmologists  who  should  be  asked  to  include 
in  their  findings  a statement  of  the  cause  of  blindness,  when,  on  the 
27th  July,  1931,  the  Minister  of  Health  wrote  to  the  Secretary  of  the  Committee 
referring  to  a report  on  the  certification  of  blind  persons  prepared  by  the  Council  of 
British  Ophthalmologists,  and  asking  to  receive  in  due  course  the  observations  of  the 
Committee  on  the  certification  of  blind  persons.  A copy  of  the  report  referred  to 
is  given  in  Appendix  I to  this  report.  Briefly,  the  report  urged  (i)  that  there  is  lack 
of  uniformity  both  in  the  method  of  certification  and  in  the  nomenclature  of  the 
diseases  certified  as  the  cause  of  blindness,  (ii)  that  a proper  record  would  be  an 
important  aid  to  preventive  medicine,  and  (iii)  that  there  was  reason  to  fear  that 
there  are  a number  of  persons  certified  (by  which  we  understand  that  the  report 
really  means  “ registered  ”)  as  blind  who  are  not  entitled  to  the  benefits  of  the 
Blind  Persons  Act.  The  Council  recommended  that  clinics  similar  to  those  which 
have  been  working  for  two  years  in  Glasgow  should  be  established  in  all  large  centres 
of  population,  and  that  in  isolated  areas  ophthalmic  surgeons  should  be  recognised 
for  the  purpose  of  certification  and  they  should  have  power  to  refer  doubtful  cases 
to  the  nearest  clinic.  No  certificates  of  blindness  except  such  as  are  granted  by 
ophthalmic  surgeons  working  the  system  should  be  accepted  by  Public  Institutions 
or  Charitable  Agencies.  The  report  goes  on  to  recommend  that  in  additioii  it  should 
be  a function  of  the  surgeons  working  the  system  to  determine  the  suitability  of — 

(a)  children  of  school  age  for  special  forms  of  treatment  ; 

(5)  applicants  for  technical  training. 

4.  It  appears  to  the  Committee  that  the  subject  can  be  considered  under  three 
heads : — 

(i)  By  whom  shall  blindness  be  certified? 

(ii)  Should  there  be  a uniform  certificate  for  use  throughout  the  country? 

(iii)  Can  this  form  be  utilised  so  as  to  include  a record  both  of  the  defects  found 
and  of  the  causes  of  blindness? 

5.  The  present  problem  is  so  largely  conditioned  by  past  history  that  it  is 
important  to  set  out  the  salient  facts  of  this  history  before  discussing  the  three  matters 
set  out  in  paragraph  4 above  and  making  recommendations  with  regard  to  them. 


HISTORY. 

The  position  in  England  and  Wales. 

6.  Until  the  Ministry  of  Health  began  to  make  grants  in  aid  of  the  welfare  of 
the  blind  under  the  Regulations  of  7th  August,  1919,  and  the  passing  of  the  Blind 
Persons  Act,  1920,  the  question  whether  a person  was  blind  or  not  was  purely  one 
for  the  Voluntary  Associations,  who  were  considering  whether  or  not  to  give  him  (or 
her)  assistance.  There  was  no  attempt  to  secure  uniformity  in  such  decisions  and  it 
would  not  in  any  case  have  been  possible  to  enforce  it.  With  the  giving  of  Govern- 
ment grants  in  1919,  and  the  passing,  a year  later,  of  the  Blind  Persons  Act,  the 
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position  changed.  In  the  first  place,  pensions  were  given  to  all  persons  over  50  years 
of  age  who  were,  in  the  words  of  Section  1 of  the  Blind  Persons  Act,  1920,  " so 
blind  as  to  be  unable  to  perform  any  work  for  which  eyesight  is  essential,”  and 
who,  if  they  had  been  over  70,  would  have  been  entitled  to  old  age  pensions.  Apart 
from  this  statutory  provision  which  relates  only  to  pensions,  the  Minister  of  Health 
in  paragraph  10  of  his  Grant  Regulations  of  the  7th  August,  1919,  provided  that 
” any  person  in  respect  of  whom  grant  is  claimed  shall  be  a person  who  is  blind 
within  the  definition  adopted  by  the  Minister,  that  is  to  say,  ‘ too  blind  to  perform 
work  for  which  eyesight  is  essential.’  ” It  will  be  seen  that  the  statutory  definition  is 
confined  to  the  pension,  but  that  the  Minister  had  previously  adopted  a practically 
identical  definition  for  the  purposes  of  grant.  The  Grant  Regulations  ceased  to  have 
effect  on  the  coming  into  force  of  the  Local  Government  Act,  1929,  on  the  31st 
March,  1930,  but  in  paragraph  11  of  the  Circular  1086  of  the  21st  March,  1930, 
the  Minister  urged  the  importance  of  entering  no  person’s  name  on  the  register  of 
blind  persons  unless  he  is  ” so  blind  as  to  be  unable  to  perform  any  work  for  which 
eyesight  is  essential.”  In  practice,  therefore,  the  statutory  definition  for  the  purpose 
of  old  age  pension  has  been  extended  to  cover  the  whole  of  the  assistance  to  blind 
persons  from  public  funds. 

7.  Immediately  after  the  passing  of  the  Act  of  1920  there  was  no  system  of 
certification  in  general  use.  Voluntary  Associations  entered  on  the  official  register  of 
blind  persons  those  whom  they  had  regarded  as  blind  in  the  past,  and  the  names 
of  new  persons  were  added,  often  without  medical  evidence.  Even  where  medical 
evidence  was  obtained,  there  was  a considerable  variety  of  view  among  practitioners 
as  to  the  medical  interpretation  of  the  definition  of  ‘‘so  blind  as  to  be  unable  to 
perform  any  work  for  which  eyesight  is  essential,”  i.e.,  the  definition  made  in 
economic,  not  medical,  terms  in  the  Act  of  1920.  The  Minister  of  Health  in  this 
connection  issued  a Circular  No.  681  on  the  29th  March,  1926,  which  dealt,  among 
other  matters,  with  the  definition  of  blindness,  explaining  what  it  means  in  terms 
which  could  be  applied  to  the  facts  by  a medical  man  (see  paragraph  28  below). 
In  spite  of  its  explicit  wording,  this  Circular  appears  to  have  been  frequently  misread 
as  meaning  that  the  decision  as  to  blindness  turned  exclusively  on  a numerical 
standard  of  visual  acuity.  In  order  to  remove  this  misapprehension,  the  Minister 
issued  a further  Circular  No.  780  on  the  7th  April,  1927.  We  believe,  however,  that 
there  is  some  reason  to  fear  that  the  misapprehension  persists  in  some  quarters  to  the 
present  day. 

8.  Encouraged  by  the  Ministry  of  Health,  Voluntary  Societies  and  Local 
Authorities  have  more  and  more  come  to  appreciate  the  importance  of  not  registering 
persons  as  blind  except  on  medical  evidence,  but  it  is  not  unknown  even  to-day 
for  a person  to  be  entered  on  the  register  without  any  medical  evidence  at  all. 
In  cases  in  which  both  eyes  are  absent,  the  statement  by  a layman  to  this  effect  is 
as  conclusive  as  that  of  a medical  man,  but  beyond  this  the  layman’s  opinion  is 
of  no  value.  Further,  owing  to  the  considerable  financial  benefits  which  the  state 
of  blindness  confers,  there  is  a great  inducement  to  unprincipled  persons  to  malinger, 
and  there  is  some  evidence  that  malingering  is  practised.  It  is  only  an  experienced 
ophthalmologist  who  can  apply  the  necessary  tests  to  detect  malingering.  For  these 
reasons  the  Ministry  of  Health  have,  as  we  gather,  recently  advanced  from  the 
view  that  certification  by  a medical  practitioner  is  desirable  to  the  view  that  it  is 
desirable  for  certification  to  be  carried  out  by  a skilled  ophthalmologist.  In 
paragraph  11  of  Circular  1086  referred  to  the  following  passage  occurs;  — 

‘‘It  is  suggested  that  the  Council  should  consider  whether  it  would  not 

be  desirable  to  make  arrangements  for  securing  that  before  a person’s  name  is 
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added  to  the  register  he  is  examined  by  a medical  practitioner  with  special 
experience  in  ophthalmology,  who  should  be  furnished  mth  copies  of  the 
circulars  referred  to  {i.e..  Nos.  681  and  780).  It  appears  to  the  Minister  that 
the  necessary  expenditure  for  this  purpose  would  be  clearly  justified  by  the 
consequent  avoidance  of  registration  of  persons  who  are  not  bhnd  within  the 
meaning  of  the  Blind  Persons  Act,  and  the  saving  of  expenditure  which  might 
otherwise  have  been  incurred  in  respect  of  such  persons.” 


9.  The  Committee  understand  that  the  Ministry  of  Health  have  been  approving 
revisions  of  schemes  made  by  Local  Authorities  under  Section  2 of  the  Blind  Persons 
Act,  1920,  and  they  have  succeeded  in  a number  of  cases  in  persuading  Local 
Authorities  to  adopt  the  registration  clause  in  the  following  form : — 

” To  provide  for  the  registration  and  classification  of  all  blind  persons  for 
the  time  being  ordinarily  resident  in  the  county.  No  person’s  name  shall  be 
added  to  the  register  of  blind  persons  until  he  has  been  examined  and  certified 
by  a medical  practitioner  with  special  experience  in  ophthalmology  to  be  blind 
within  the  meaning  of  the  Blind  Persons  Act,  1920.” 


10.  The  Ministry  of  Health  have  been  good  enough  to  furnish  us  with  certain 
figures  which  show  the  position  in  regard  to  certification  in  England  and  Wales  in  the 
summer  of  1931:  — 


Counties. 

County 

Boroughs. 

Total. 

No. 

Per 

Cent. 

No. 

Per 

Cent. 

No. 

Per 

Cent. 

1,  Areas  in  which  the  model  certification 
clause  quoted  above  has  been  adopted 
in  the  Council’s  scheme 

13 

21 

36 

43 

49 

34 

2.  Areas  in  which  the  model  clause  has 
not  been  adopted,  but  in  which  the 
Ministry  have  reason  to  believe  that 
all  cases  are,  in  fact,  certified  by 
ophthalmologists  ...  

8 

13 

19 

23 

27 

18 

3.  Areas  in  which  it  is  known  that  all 
cases  are  not  certified  by  ophthalmo- 
logists, but  that  medical  evidence  of 
some  sort  is  required  

32 

52 

18 

21 

50 

34 

4.  Areas  in  which  information  as  to  the 
actual  arrangements  is  not  available 

9 

14 

11 

13 

20 

14 

62 

— 

84 

— 

146 

— 

(includi 
of  Lo 

ng  City 
ndon) 

These  figures  show  that  52  per  cent,  of  the  Local  Authorities  at  present  require 
certification  by  an  ophthalmologist,  a percentage  as  high  as  66  in  County  Boroughs, 
though  in  the  Counties  it  amounts  to  only  34  per  cent.  There  would  therefore  be 
nothing  revolutionary  in  making  the  employment  of  an  ophthalmic  surgeon  com- 
pulsory in  every  case.  The  figures  also  show  that  the  Counties  are  slower  to  move 
than  County  Boroughs,  and  this  is  only  what  might  be  expected  because  a system 
of  certification  is  more  difficult  to  work  in  a scattered  county  area  than  in  the  more 
compact  conditions  of  a County  Borough. 

An  important  qualification  must,  however,  be  made.  Some  Authorities  which 
have  in  force  the  clause  quoted  in  paragraph  9 above  only  apply  it  to  cases  which 
are  considered  doubtful.  This  defeats  the  object  of  the  clause,  because  the  decision 
that  a case  is  not  doubtful  is  made  by  someone  other  than  a skilled  ophthalmologist. 
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11.  It  should,  however,  be  noted  that  the  arrangements  summarised  in  the 
figures  above  only  apply  necessarily  to  the  certification  of  new  cases  coming  on  to  the 
register  for  the  first  time.  It  is  true  that  there  is  nothing  to  prevent  Local  Authorities 
from  requiring  that  this  procedure  should  be  applied  retrospectively  to  all  persons 
already  on  the  register.  Some  Authorities  are  doing  this,  and  the  systematic 
revision  of  all  the  names  on  the  register  is  the  most  certain  way  of  securing  that  none 
but  blind  persons  are  on  the  register. 


Old  Age  Pensions. 

12.  The  position  with  regard  to  Old  Age  Pensions  for  the  blind  is  different  and 

sometimes  produces  different  results.  There  are,  we  understand,  cases  in  which  it 
has  been  decided  that  a person  is  not  blind  for  the  purposes  of  Old  Age  Pension 
which  has,  therefore,  been  refused  to  him,  while  at  the  same  time  the  registration 
authority  have  decided  that  he  is  blind  and  are  giving  him  domiciliary  assistance 
accordingly,  and  vice  versa.  Cases  of  this  kind  tend  to  make  the  administration  of 
the  law  difficult,  and  it  seems  to  us  very  desirable  that  they  should  be  avoided.  The 
procedure  with  regard  to  Old  Age  Pensions  is,  we  understand,  as  follows:  The 

claimant  makes  his  claim  for  pension  and  this  is  referred  to  the  local  Pension 
Committee  and  the  local  Pension  Officer.  The  local  Pension  Officer  acts  under 
instructions  from  the  Board  of  Customs  and  Excise,  and,  while  we  do  not  know  what 
these  instructions  are,  we  understand  that  he  is  authorised  to  accept  a Certificate 
of  blindness  signed  by  the  Secretary  and  countersigned  by  a member  of  the 
Committee  of  a recognised  Voluntary  Association,  but  that  no  provision  is  made  for 
providing  the  Pension  Officer  automatically  with  the  opinion  of  a competent 
ophthalmologist.  The  Pension  Committee  decide  on  the  claim  as  best  they  can  on 
the  evidence  furnished  by  the  claimant  on  the  one  hand  and  the  Pension  Officer  on 
the  other.  After  the  Committee’s  decision,  the  claimant  or  the  Pension  Officer  may 
within  seven  days  appeal  to  the  Minister  of  Health  against  the  decision.  When 
such  an  appeal  reaches  the  Minister  and  the  question  of  blindness  arises,  we 
understand  that  the  Minister  considers  the  evidence,  and,  if  it  is  not  sufficient,  he 
arranges  for  an  examination  of  the  claimant  by  one  of  his  Regional  Medical  Officers. 
If,  on  receipt  of  this  Officer’s  report,  the  case  appears  to  him  still  doubtful,  the 
claimant  is  examined  by  an  ophthalmologist  selected  by  the  Minister,  and  in  this  case 
alone  the  State  pays  the  ophthalmologist’s  fee. 

13.  It  will  be  seen  that  it  is  quite  possible  for  a pension  case  to  be  settled  without 
appeal,  or  even  after  appeal,  in  one  sense,  while  the  Registration  Authority,  either 
acting  on  the  advice  of  their  ophthalmologist  or  of  a medical  man  who  is  not  an 
ophthalmologist,  or  even  without  any  medical  advice,  may  decide  the  question 
of  entering  the  person’s  name  on  the  register  of  the  blind  in  the  opposite  sense. 

It  seems  to  us  that  there  is  no  justification  for  two  different  systems  for  applying 
the  same  definition  of  blindness,  and  we  strongly  recommend  that  the  procedure  of 
certifying  blindness  both  for  the  purpose  of  the  entry  in  the  blind  persons’  register 
and  for  the  granting  of  a Blind  Old  Age  Pension  should  be  unified.  We  would 
recommend  that,  assuming  the  suggestions  which  we  have  to  make  later  in  this  Report 
with  regard  to  the  certification  of  blindness  are  adopted,  it  should  be  provided  that 
no  person  shall  be  eligible  for  a Blind  Old  Age  Pension  unless  his  name  is  entered 
on  the  register  of  blind  persons.  This  would  prevent  the  anomalies  referred  to 
above.  It  would  doubtless  be  necessary  to  give  the  Pension  Officer  on  the  one  hand 
and  the  claimant  on  the  other  the  right  of  appeal  to  the  Minister  of  Health  against 
an  existing  entry  on  the  register  or  the  refusal  to  register,  respectively,  in  cases  where 
the  Blind  Old  Age  Pension  is  involved. 


The  Position  in  Scotland. 


14.  In  this  matter  of  certification  of  blindness  Scotland  has  progressed  further 
than  England  or  Wales  in  the  last  year  or  two.  An  account  of  the  first  clinic  for 
the  certification  of  blindness  set  up  in  Glasgow  in  1929  is  given  on  page  31  of  the 
report  of  the  Medical  Officer  of  Health  for  Glasgow  for  the  year  1929.  It  quotes  an 
article  by  Dr.  J.  L.  Halliday  which  appeared  in  the  British  Medical  Journal  of  the 
8th  March,  1930.  The  lack  of  a uniform  standard  of  admission  to  the  register  of 
blind  persons  caused  several  voluntary  agencies  in  Scotland  to  appoint  a consultant 
ophthalmologist  for  the  examination  of  doubtful  cases.  The  Mission  to  the  Outdoor 
Blind  for  Glasgow  and  the  South-West  of  Scotland  was  a pioneer  in  the  development 
of  this  system,  and  in  1925,  under  the  inspiration  and  guidance  of  Dr.  Freeland 
Fergus,  arrangements  were  made  by  which  the  majority  of  persons  in  the  area  who 
desired  registration  as  blind  were  examined  by  a competent  ophthalmologist.  A 
clinic  was  established  at  the  Mission’s  Headquarters. 

In  1926  Drs.  Freeland  Fergus  and  Halliday  published  a report  on  the  causes 
of  loss  of  vision  among  the  adult  blind,  &c.  In  the  preface  to  this  report  the 
Medical  Officer  of  Health  for  Glasgow  pointed  out  that  a definite  medical  examination 
was  desirable  before  admission  to  the  register.  In  1929,  on  his  recommendation,  the 
Joint  Committee  for  Glasgow  and  the  South-West  of  Scotland,  for  whom  he  acts  as 
medical  adviser,  took  over  the  Society’s  clinic,  which  had  by  that  time  four  ophthalmic 
surgeons  on  its  staff.  This  Joint  Committee  had  been  set  up  some  time  before  under 
the  Blind  Persons  Act  of  1920,  for  an  area  comprising  the  Local  Authorities  of 
Glasgow  and  the  South-West  of  Scotland,  for  the  purpose  of  carrying  out  all  the 
duties  of  those  Authorities  under  the  Blind  Persons  Act. 


15.  The  Glasgow  Clinic. 

(а)  Number  and  sources  of  applicants. 

This  clinic  held  at  the  Public  Health  Office,  Glasgow,  deals  with  applicants 
brought  before  them  by  the  Mission  to  the  Outdoor  Blind  to  which  the  applications 
are  made.  On  an  average  there  are  20  fresh  applicants  every  week,  and  for  their 
examination  two  sessions  per  week  are  necessary.  Eight  to  ten  candidates  are 
examined  at  each  session,  which  lasts  about  two  hours.  The  travelling  expenses  of 
applicants,  including  necessary  subsistence,  are  paid  by  the  Mission  and  refunded 
to  them  by  the  Joint  Committee. 

(б)  Medical  Staff. 

Four  ophthalmic  surgeons  have  been  appointed  to  the  clinic,  and  in  order  to 
secure  a uniform  standard  of  certification  every  applicant  is  examined  by  two 
surgeons  independently  and  the  decision  is  the  result  of  their  joint  opinion. 

(c)  Premises. 

These  consist  of  a waiting  room,  consulting  room,  and  a room  where  specimens 
of  blood  can  be  taken  for  the  Wassermann  test.  In  the  consulting  room  the 
apparatus  is  simple  and  in  duplicate,  there  being  two  small  dark  rooms,  two  desks 
with  table  lamps,  two  sets  of  lenses  and  test  types. 

{d)  Function  of  the  Clinic. 

The  clinic  exists  purely  for  certification,  and  experience  has  shown  that  it  cannot 
be  regarded  as  a centre  for  treatment.  Every  examination  takes  on  an  average  from 
J hour  to  hour.  If  medical,  surgical  or  optical  treatment  is  required,  reference 
is  given  to  one  of  the  ophthalmic  institutions  in  Glasgow. 
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(e)  Co-operation  of  the  Voluntary  Agency. 

The  home-teacher  who  can  assist  the  surgeon  with  details  of  employment, 
compensation,  family  history,  &c.,  is  present  at  each  session.  The  agency  is  informed 
of  the  results  of  the  examination  and  issues  appropriate  certificates  to  the  Pension 
Authority.  In  addition  it  follows  up  all  candidates,  whether  certified  or  not,  who 
have  been  referred  to  it  for  treatment. 

(/)  Recognition  hy  the  Department  of  Health  for  Scotland. 

The  Department  have  taken  an  active  interest  in  the  initiation  and  development 
of  this  certifying  clinic.  Blind  Old  Age  Pensions  to  applicants  residing  in  the  region 
are  only  granted  on  condition  that  the  claimants  have  been  certified  at  the  clinic. 
Should  the  applicant  appeal  against  an  adverse  decision  of  the  clinic,  a copy  of  the 
general  report  of  the  medical  examination  is  furnished  to  the  Department.  If  a 
further  examination  is  considered  advisable,  it  is  carried  out  by  the  two  medical 
examiners  other  than  those  who  made  the  original  one. 

(g)  Home  Visits  and  Outlying  Areas. 

Sometimes  an  applicant  is  unable  through  physical  disability  to  attend  the  clinic, 
and  then  one  of  the  ophthalmic  surgeons  visits  the  patient  at  home.  In  the  remoter 
parts  of  the  region,  e.g.,  Argyllshire,  the  Department  of  Health  for  Scotland  have 
agreed  to  give  special  assistance  in  securing  such  examination. 

{h)  The  region. 

The  area  of  the  Joint  Committee  is  over  7,000  square  miles  with  a population 
of  about  2,800,000.  There  are  about  4,000  najnes  on  'the  registers,  but  this  number 
includes  persons  admitted  in  the  past  on  certificates  of  general  practitioners. 

(j)  Future  development. 

It  is  intended  to  re-examine  gradually  all  persons  on  the  blind  registers.  A 
considerable  number  of  re-examinations  have  already  been  carried  out,  all  applicants 
for  public  assistance  under  the  Blind  Persons  Act,  1920,  having  to  undergo 
re-examination.  At  present  the  majority  of  new  applicants  are  over  50  and  are 
applying  for  pensions.  During  the  four  months  September  to  December,  1929, 
316  applicants  were  examined  at  the  clinic  and  23  at  their  homes.  170  of  these,  i.e., 
50  per  cent.,  were  certified  as  blind,  and  48  per  cent,  of  the  total  were  resident  in 
Glasgow.  The  form  of  medical  certificate  used  at  the  clinic  provides  for  a record  of 
the  cause  of  the  eye  defects. 

16.  We  have  described  the  Glasgow  clinic  in  detail  because — 

(i)  it  is  the  first  of  its  kind  ; and 

(ii)  it  is  the  system  which  the  Council  of  British  Ophthalmologists  suggest  should 
be  made  universal  in  England  and  Wales. 

The  Department  of  Health  for  Scotland  decided  to  apply  the  Glasgow  clinic 
system  to  the  whole  of  Scotland,  and  in  a Circular  issued  by  them,  Pubhc  Assistance, 
No.  14,  dated  17th  November,  1930,  they  made  recommendations  to  this  effect.  The 
Scottish  Advisory  Committee  asked  the  Department  for  a statement  on  the  matter 
which  was  furnished  to  them  on  the  7th  March,  1931.  Through  the  courtesy  of  the 
Secretary  of  the  Scottish  Advisory  Committee  we  were  supplied  with  a copy  of  this 
memorandum,  and  as  its  substance  has  been  incorporated  in  the  Sixth  Report  of  the 
Scottish  Advisory  Committee,  we  have  appended  a copy  of  it  as  Appendix  II  of  this 
Report.  It  will  be  seen  from  the  Appendix  that  the  proposal  is  to  set  up  chnics  in 
Glasgow,  Edinburgh,  Dundee,  Aberdeen,  and  Inverness. 

We  understand  that  there  was  little  difficulty  in  setting  up  a clinic  in  Edinburgh 


because  the  Edinburgh  Society,  covering  the  whole  of  the  South-East  of  Scotland, 
had  already  started  a clinic  before  the  Department’s  Circular  was  issued.  The 
Aberdeen  and  Dundee  clinics  made  arrangements  to  open  in  August,  1931.  In  the 
Inverness  area  a clinic  was  informally  opened  on  17th  September,  1931. 

The  County  of  Argyll,  the  Hebrides,  Orkney  and  Shetland  are  problems  by 
themselves.  We  understand  that,  as  regards  Argyllshire,  the  Department  have 
arranged  for  all  certification  to  be  done  by  the  ophthalmic  surgeon  who  at 
present  periodically  undertakes  blind  pension  appeal  examinations  on  behalf  of  the 
Department  for  that  area,  the  Joint  Committee  for  Glasgow  and  South-West  Scotland 
paying  their  share  of  the  cost  of  the  surgeon  on  a case  basis.  A somewhat  similar 
arrangement  is  made  for  the  Hebrides,  and  its  -^extension  to  Orkney  and  Shetland 
may  have  to  be  considered. 

In  the  Glasgow  and  South-West  of  Scotland  region  difficulty  arises  owing  to  the 
distance  from  Glasgow  of  the  Counties  of  Dumfries,  Kirkcudbright,  and  Wigtown, 
but  as  a preliminary  arrangement  it  is  proposed  to  utiUse  the  services  of  one  of  the 
Glasgow  chnic  surgeons  who  visits  Dumfries  for  the  purpose  of  private  practice,  and 
is  the  school  ophthalmologist  for  the  other  two  Counties.  He  would  be  able  to  call 
for  a second  opinion  (possibly  using  the  Glasgow  clinic)  where  he  thinks  this 
desirable. 

17.  There  are  considerably  fewer  blind  persons  in  Scotland  than  there  are  in 
England  and  Wales,  and  the  problem  of  certification  through  the  instrument  of  a 
regional  system  is  to  that  extent  easier.  On  the  other  hand,  while  there  are  large 
areas  of  congested  population  as  in  Glasgow  and  Lanarkshire,  in  the  Western 
Highlands  and  elsewhere  more  scattered  conditions  exist  than  an3rwhere  in  England 
and  Wales.  The  Scottish  experiment  merits  the  most  careful  attention  because — 

(1)  It  sets  out  to  secure  that  no  one  shall  be  treated  as  blind  without  expert 
examination. 

(2)  It  provides  for  an  examination  of  every  case  by  two  experts,  so  that  personal 
idiosyncrasy  may  be  checked.  On  the  other  hand,  this  system  may  involve 
increased  expense. 

(3)  By  organising  a limited  number  of  clinics  it  restricts  the  number  of 
ophthalmologists  and  makes  it  easier  for  the  principles  of  certification  to  be 
discussed  and  explained  to  those  ophthalmologists,  so  that  a uniform 
standard  is  secured. 

(4)  The  clinic  system  is  being  used  in  Scotland  to  secure,  in  addition  to  the 
certificate,  a statement  of  the  cause  of  blindness. 

(5)  The  problem  of  the  scattered  area,  where  it  is  exceptionally  difficult,  is  being 
met  by  exceptional  methods  as  stated  above,  but  it  will  be  interesting  to 
learn  what  the  Scottish  experience  will  be  in  a normal  county  area. 

18.  So  far  as  official  action  by  the  Department  of  Health  for  Scotland  is  con- 
cerned, that  Department  issued  on  the  7th  November,  1930,  a Circular  (Public 
Assistance  Circular  No.  14),  which  dealt  with  the  question  of  registration  in  Scotland. 
A central  register  of  the  blind  had  been  kept  by  the  Department,  but  this  was  closed 
on  the  1st  August,  1930,  and  the  object  of  Circular  No.  14  was  to  make  the  appro- 
priate arrangements  for  the  continuation  of  the  register  by  the  various  Scottish  Local 
Authorities.  The  Department  drew  attention  to  the  considerable  variation  in  the 
actual  standard  of  certification  that  had  hitherto  prevailed  throughout  the  countr}^ 
which  they  attributed  to  the  fact  that  ” certification  in  every  area  has  not  hitherto 
been  conducted  by  properly  qualified  persons,  and  to  the  fact  that  the  persons 
granting  certificates  have  not  generally  been  aware  of  the  manner  in  which  the 
definition  of  blindness  was  being  interpreted  in  other  areas.  This  variation  will 
continue  until  certification  is,  as  far  as  practicable,  conducted  by  ophthalmic  surgeons 
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acting  on  the  same  interpretation  of  the  standard  of  blindness.”  The  Circular  went 
on  the  say  that  ” the  most  satisfactory  arrangement  would  be  the  establishment  of 
clinics  on  a regional  basis,”  and  they  strongly  recommended  the  establishment  of 
such  clinics  based  on  the  Glasgow  model. 

As  a result  of  conferences  of  Scottish  ophthamologists  with  the  Departments  of 
Health  and  Education,  the  two  Departments  issued  early  in  November,  1931,  a 
Joint  Memorandum,  dated  22nd  October,  1931,  prescribing  a form  of  certificate  and 
laying  down  an  interpretation  of  the  definition  of  blindness.  We  shall  have  some- 
thing to  say  on  the  definition  later  (see  paragraph  28),  but  it  should  be  noted  that 
at  the  present  time  Scotland  has  a common  form  of  certificate  and  is  striving  to 
build  up  an  organised  and  uniform  system  of  certification  throughout  the  country. 

Other  Research. 

19.  We  have,  as  one  of  the  consequences  of  the  World  Conference  for  the  Blind 
held  in  New  York  in  April,  1931,  come  into  touch  with  a Committee,  meeting  in 
New  York  City,  and  consisting  of  representatives  of  the  American  Foundation  for 
the  Blind  and  the  National  Society  for  the  Prevention  of  Blindness,  which  is 
considering  the  two  questions  of  the  registration  of  blind  persons  and  their  certifica- 
tion. The  Secretary  of  this  Committee  is  Miss  McKay  of  the  American  Foundation. 
We  have  had  an  opportunity  of  seeing  some  of  their  work  preparatory  to  the 
classification  of  the  causes  of  blindness. 

20.  At  the  Annual  Meeting  of  the  Northern  Counties  Association  for  the  Blind 
held  at  Hull  on  June  3rd,  1931,  a paper  was  read  on  ‘‘  A Suggested  Classification 
of  Blindness,”  by  Dr.  G.  G.  Wray,  Assistant  Medical  Officer  to  the  Lancashire  County 
Council.  This  paper,  together  with  the  suggested  classification,  was  printed  in  the 
Annual  Report  of  the  Northern  Counties  Association,  who  called  a Conference  of 
certifying  ophthalmic  surgeons  which  met  at  Leeds  on  the  30th  June,  1931.  We 
have  seen  a report  of  this  latter  Conference  also.  We  are  indebted  to  these  reports 
for  helping  to  define  many  of  the  issues  which  we  have  had  to  consider. 


SUMMARY  AND  RECOMMENDATIONS. 

General  Considerations. 

21.  It  is  interesting  to  note  that  the  question  of  the  proper  certification  of  blind- 
ness and  the  recording  of  the  causes  of  blindness  has  become  prominent  at  more  or 
less  the  same  time  in  Scotland,  England  and  Wales,  and  the  United  States.  The  issue 
of  a Form  of  Certificate  and  Joint  Memorandum  by  the  Scottish  Departments  makes 
it  desirable  that  an  early  decision  should  be  taken  as  to  whether  any  alteration  should 
be  made  in  the  practice  of  certification  in  England  and  Wales.  We  think  that  an 
alteration  is  clearly  necessary  for  the  following  reasons : — 

{a)  While  it  is  hard  to  obtain  statistics,  there  is  a wide-spread  impression  that 
a number  of  persons  are  enjoying  the  benefits  of  the  Blind  Persons  Act  who  are  not 
entitled  to  them  because  they  are  not  blind. 

(6)  The  fact  that  there  is  no  uniform  method  of  certifying  blindness  for  all 
purposes  results  in  such  anomalies  as  persons  being  refused  Blind  Old  Age  Pensions 
who  have  been  admitted  to  the  Blind  Register,  or  the  Registration  Authority 
refusing  to  register  persons  who  have  been  granted  Blind  Old  Age  Pensions. 

(c)  The  absence  of  a standard  form  of  Report  and  Certificate  makes  it  more 
difficult  than  it  need  be  to  secure  a uniform  standard  of  blindness. 

{d)  Certification  by  medical  practitioners  with  special  experience  in  ophthal- 
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mology  is  required  in  a number  of  statutory  schemes  made  under  Section  2 of  the  BHnd 
Persons  Act,  and  the  time  is  ripe  for  making  this  requirement  universal  throughout 
England  and  Wales. 

(e)  The  use  of  a standard  form  of  Report  and  Certificate  would  make  it  possible 
for  the  first  time  to  obtain  a proper  record  of  the  causes  of  blindness.  There  are  at 
present  no  reliable  statistics  of  a comprehensive  nature  in  this  or,  so  far  as  is  known, 
in  any  country,  of  the  injuries  and  diseases  which  cause  blindness,  and  systematic 
ascertainment  of  the  causes  of  blindness  should,  by  indicating  the  direction  in  which 
preventive  measures  are  required,  prove  of  great  value  in  the  prevention  of  blindness. 

22.  We  think  that  the  main  objects  to  be  aimed  at  should  be:  — 

(а)  That  no  one  should  be  registered  as  blind  until  he  has  been  examined  and 
certified  to  be  blind  by . a medical  practitioner  with  special  experience  in 
ophthalmology.  Our  professional  colleagues  on  the  Committee  consider  that 
the  words  “ medical  practitioner  with  special  experience  in  ophthalmology” 
should  be  taken  to  mean — 

” a medical  practitioner  who  devotes  his  or  her  whole  time  to  the 
practice  of  ophthalmology  in  all  its  branches  or  who  is  in  charge  of  the 
Ophthalmic  Department  of  a General  Hospital  of  not  less  than  100 
beds  ; failing  such  practitioner,  one  who  holds  a Diploma  in  ophthal- 
mology from  a University,  the  Royal  Colleges  of  Surgeons  of  England 
and  of  Physicians  of  London,  or  other  examining  body  recognised  by 
the  General  Medical  Council  ” ; 

(б)  That  no  certifying  ophthalmic  surgeon  should  be  appointed  unless  approved 
by  the  Minister  of  Health  or  the  Board  of  Education  in  cases  coming 
respectively  under  their  jurisdiction  ; 

(c)  The  use  in  all  certification  of  a common  form  of  certificate. 

With  regard  to  (a),  while  there  may  be  difficulty  in  some  areas  in  finding 
practitioners  with  these  qualifications,  we  attach  so  much  importance  to  the  main- 
tenance of  a high  qualification  as  a means  of  securing  correct  and  just  certification 
that  we  hope  it  may  prove  practicable  to  apply  this  definition  generally. 

23.  We  doubt  whether  it  would  be  practicable  to  apply  the  Scottish  system  of 
regional  clinics  to  England  and  Wales  without  some  modification.  It  is  difficult  to 
set  up  joint  committees  of  Local  Authorities,  and  it  should  be  noted  that  the  Joint 
Committee  in  Glasgow  and  the  South-West  of  Scotland  already  existed  before  the 
certification  scheme  was  initiated.  On  the  other  hand,  it  might  be  quite  practicable 
for  a clinic  to  be  set  up  by  one  Local  Authority  and  for  other  Local  Authorities  to 
agree  to  use  it  and  contribute  to  the  cost  on  a capitation  basis.  There  are  a number 
of  districts  in  England  and  Wales  which  could  be  very  suitably  grouped  in  this  wa3^ 
The  advantages  of  such  grouping  would  be  that  with  a larger  number  of  persons 
to  be  examined  the  position  should  be  more  valuable  to  the  ophthalmologists  and 
so  attract  good  men,  while  reduction  in  the  number  of  certifying  centres  in  the 
country  would  make  it  easier,  by  means  of  conference  or  otherwise,  to  secure  that  a 
common  standard  of  interpretation  of  what  blindness  means  is  universally  appHed. 

24.  The  examination  can,  we  consider,  be  held  in  one  or  other  of  the  following 
ways : — 

(а)  At  a special  clinic. 

(б)  In  some  public  or  semi-public  building,  e.g.,  in  the  public  offices  of  the 
Local  Authority  or  the  offices  of  the  Voluntary  Association  for  the  Blind. 


(c)  At  an  Ophthalmic  Hospital  or  the  Ophthalmic  Department  of  a Voluntary 
General  Hospital  or  Hospital  maintained  by  the  Public  Health  Authority. 

(d)  At  the  consulting  room  of  the  ophthalmologist  who  is  appointed  to  certify. 

(e)  In  cases  where  the  applicant  cannot,  for  valid  reasons,  attend  at  the 
appointed  place  for  examination,  the  ophthalmologist  should  visit  the  home 
and  the  Local  Authority  should  arrange  for  such  visit  and  pay  expenses. 


Recommendations. 

25.  We  consider  that  within  the  general  framework  of  any  scheme  some 
elasticity  should  be  allowed,  and  we  therefore  recommend  as  follows  : — 

The  Minister  of  Health  should  require : — 

(a)  That  no  one  shall  henceforth  be  entered  on  the  Blind  Register  until  he  has 
been  examined  and  certified  to  be  blind  within  the  meaning  of  the  Blind  Persons 
Act,  1920,  by  a “ certifying  ophthalmic  surgeon,”  by  which  we  mean  a medical 
practitioner  with  special  experience  in  ophthalmology  as  defined  in  paragraph  22 
above. 

We  do  not  preclude  the  possibility  of  the  certifying  ophthalmic  surgeon  calling 
in,  in  difficult  cases,  with  the  sanction  of  the  Local  Authority,  another  medical 
practitioner,  as  defined  in  paragraph  22  above,  for  a second  opinion,  but  in  such 
a case  the  Certificate  will,  in  fact,  be  signed  by  the  certifying  ophthalmic  surgeon. 

(b)  That  in  addition  to  the  above  requirement  (a)  for  the  registration  of  persons 
for  the  first  time.  Local  Authorities  should  revise,  the  existing  registers  with  a 
view  to  securing  that  certification  in  accordance  with  paragraph  (a)  above  shall  be 
required  at  least  in  all  cases  on  the  existing  register : — 

(i)  where  there  is  some  doubt  ; and 

(ii)  where  some  new  benefit  is  being  given  for  the  first  time. 

In  the  course  of  time  everyone  on  the  register  will  have  been  examined  in 
accordance  with  the  procedure  suggested  in  paragraph  (a). 

(c)  That  every  Local  Authority  under  the  Blind  Persons  Act  shall  make  arrange- 
ments to  the  satisfaction  of  the  Minister  of  Health  for  certification  in  accordance  with 
paragraph  (a)  above,  and  for  this  purpose — 

(i)  shall  appoint  a medical  practitioner  or  practitioners  with  special  experience 
in  ophthalmology  as  defined  in  paragraph  22  above,  and  the  appointment 
shall  be  approved  by  the  Minister  of  Health,  and 

(ii)  shall  make  arrangements  in  one  or  other  of  the  five  methods  set  out  in 
paragraph  24  above  for  the  e.xamination. 

(d)  That  in  making  such  arrangements  Local  Authorities  should  be  encouraged, 
where  practicable,  to  enter  into  arrangements  with  one  another  for  the  establishment 
by  one  Local  Authority  of  one  examination  centre  and  for  neighbouring  Authorities 
to  send  their  cases  to  it  and  bear  their  share  of  the  cost  by  paying  on  a per  capita 
basis  of  user. 

(e)  That  persons  who  for  valid  reasons  cannot  attend  at  the  appointed  place  for 
examination  shall  be  visited  by  a certifying  ophthalmic  surgeon,  and  the  Local 
Authority  shall  make  arrangements  in  such  cases  and  pay  expenses. 

(f)  That  every  Certificate  shall  be  made  out  on  a form  prescribed  by  the 
Minister  of  Health.  We  attach,  in  Appendix  III,  a copy  of  the  form  of  Report  and 
Certificate  which  we  suggest  should  be  used,  the  origin  and  nature  of  which  we 
explain  below  (see  paragraph  27). 

(g)  That  the  information  obtained  by  the  Report  and  Certificate  should  be 
collected  and  studied,  this  being  of  the  greatest  importance  from  the  point  of  view  of 
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prevention.  We  therefore  recommend  that  the  Report  and  Certificate  be  made  out  in 
duplicate,  the  duplicate  to  be  prepared  either  by  the  certifying  ophthalmic  surgeon 
himself  or  otherwise,  and  that  one  copy  be  filed  with  the  Registration  Authority 
and  the  other  forwarded  to  the  Minister  of  Health  where  the  data  can  be  tabulated 
and  studied,  or,  if  the  Minister  sees  fit,  referred  to  us  for  tabulation  and  study.  In 
any  case  we  hope  that  the  Minister  will  make  the  results  available  to  us  and  to  any 
professional  body  interested,  as  a guide  in  the  prevention  of  bhndness. 

(h)  That  the  procedure  with  regard  to  Blind  Old  Age  Pensions  should  be 
assimiliated  to  the  procedure  suggested  in  paragraph  (a)  above.  We  suggest  the 
adoption  of  our  recommendation  in  paragraph  13  above,  but,  if  it  is  not  thought 
desirable  to  amend  the  practice  in  the  manner  suggested,  it  might  be  possible  to 
arrange  that  the  Pension  Officer  should  be  directed  to  appeal  against  the  grant  of 
pensions  in  the  case  of  all  persons  who  have  not  been  certified  under  the  procedure 
here  recommended.  If  the  latter  procedure  is  adopted,  arrangements  should  be  made 
for  furnishing  the  Pension  Officer  with  a copy  of  the  certificate  on  demand. 

We  suggest  that  if  our  recommendations  are  adopted,  it  would  be  desirable  that 
the  Minister  of  Health  should  not  determine  any  Blind  Old  Age  Pension  Appeal 
without  obtaining  the  opinion  of  a medical  practitioner  with  special  experience  in 
ophthalmology  in  the  sense  defined  in  paragraph  22  above. 

The  Examination  of  Children  of  School  Age. 

26.  We  are  impressed  with  the  necessity  of  obtaining  precise  information 
concerning  all  cases  of  serious  visual  defect  occurring  in  children  up  to  the  age  of 
16,  and  to  this  end  we  are  of  opinion  that  the  fullest  possible  co-operation  should  be 
established  between  the  Authorities,  both  Central  and  Local,  who  are  responsible  for 
the  administration  of  the  Acts  dealing  with  Maternity  and  Child  Welfare,  Education, 
and  Blind  Persons.  In  our  view  the  Board  of  Education  should  be  asked  to  require 
that  the  procedure  which  we  recommend  as  to  certification  should  also  be  used  by 
Local  Education  Authorities  in  connection  with  the  education  of  bUnd  children  and 
the  training  of  blind  students,  or  at  least  that  the  form  of  Report  and  Certificate  which 
we  suggest  in  Appendix  III  should  be  used  in  all  such  cases  even  pending  the  adoption 
of  the  system  of  certification  by  a certifying  ophthalmic  surgeon  as  defined  in  para- 
graph 25  (a).  Where  the  officers  of  the  School  Medical  Service  do  not  comply  with 
the  professional  qualifications  which  we  propose  in  paragraph  22,  we  suggest  either 
that  the  Local  Education  Authority  should  appoint  an  officer  possessing  such  pro- 
fessional attainments,  subject  to  the  approval  of  the  Board  of  Education,  or,  pre- 
ferably, should  make  use  of  the  arrangements  which  we  propose  should  be  set  up 
under  the  Blind  Persons  Act.  In  all  cases  we  think  that  the  form  of  Report  and 
Certificate  in  Appendix  HI,  made  out  in  respect  of  children  under  16,  should  be  made 
available  to  the  Local  Education  Authority,  the  Blind  Persons  Act  Authority  and  the 
Central  Authority.  We  appreciate  that  it  may  not  be  possible  to  arrange  for  the 
immediate  adoption  of  our  scheme  by  Local  Education  Authorities,  but  we  trust  that 
the  Board  of  Education  will  be  able  to  see  their  way  to  recommend  the  policy  which 
we  suggest,  and  in  any  case  to  require  the  use  of  the  form  of  Report  and  Certificate  in 
Appendix  III  in  place  of  the  existing  form  40  D,  although  the  School  Medical 
Officer  may  not  be  able  to  complete  it  in  every  detail. 

Form  of  Report  and  Certificate. 

27.  We  have  given  a great  deal  of  attention  to  the  form  of  Report  and  Certificate 
printed  in  Appendix  III,  which  we  recommend.  We  must  express  our  indebtedness 
to  our  Scottish  colleagues  for  the  pioneer  work  which  they  have  done,  especially 
at  the  Glasgow  clinic,  from  which  we  have  profited.  The  essential  point  both  of 
the  Scottish  form  of  Certificate  and  that  which  we  recommend  is  the  drawing  of 
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a distinction  between  (a)  the  ascertained  condition  of  each  eye  and  (6)  the  cause  of 
such  condition.  It  is  the  failure  to  make  this  distinction  which  has  led  to  some 
confusion  in  defining  the  causes  of  blindness.  For  example,  in  the  case  of  a person 
suffering  from  interstitial  keratitis  induced  by  syphilis,  the  primary  cause  of  blindness 
is  not  the  interstitial  keratitis  but  syphilis,  and  the  form  makes  the  distinction  clear 
in  sections  2 and  3.  We  have  had  the  benefit  of  the  advice  of  our  professional 
colleagues  on  the  Committee,  and  we  consider  that  the  obligatory  use  of  the  Report 
and  Certificate  as  drawn  up  by  us  would  be  of  value  in  securing  that  the  essential 
facts  in  each  case  are  properly  stated  and  that  the  causes  of  blindness  are  classified 
in  the  most  useful  way.  It  should  be  noted  that  the  form  provides  a section  dealing 
with  treatment,  and,  while  it  would  be  unreasonable  to  expect  the  certifying 
ophthalmic  surgeon  to  take  the  responsibility  for  treatment,  it  will  often  be  possible 
for  him  to  indicate  the  cases  in  which  treatment  should  be  considered.  In  this  way 
the  form  should  be  a valuable  guide  to  the  Authorities  for  the  prevention  of  blindness. 

With  regard  to  the  Certificate  on  page  4 of  the  Form,  Certificates  at  (1)  and  (2) 
are  Certificates  of  blindness  within  the  meaning  of  the  Statutes  referred  to,  but  the 
questions  at  (3)  and  (4)  are  so  important  in  the  practical  administration  of  the 
Education  Act  and  the  Blind  Persons  Act,  1920,  that  we  strongly  recommend  their 
inclusion. 

Definition  of  Blindness. 

28.  It  was  inevitable  that  in  the  course  of  our  discussion  the  question  of  the 
definition  of  blindness  should  be  raised.  There  is,  we  think,  some  misapprehension 
even  to-day  as  to  the  exact  interpretation  of  the  definition  which  has  been  laid  down 
by  the  Minister  of  Health  in  Circulars  681  and  780,  and  in  view  of  the  importance 
of  the  matter  we  quote  the  exact  words  used  in  paragraphs  3 and  4 of  the  former 
Circular,  which  are  as  follows;  — 

“ In  interpreting  this  definition  the  Minister  has  followed  the  recommenda- 
tions contained  in  the  Report  dated  21st  July,  1915,  of  the  Ophthalmological 
Section  of  the  Royal  Society  of  Medicine,  which  not  only  suggested  the  definition 
now  used  but  indicated  a standard  of  interpretation.  The  Report  states  that 
precise  numerical  formulae  of  visual  acuity  are  useful  as  guides,  and  proceeds  as 
follows : — 

‘ Experience  shows  that  persons  whose  acuity  of  vision  (refractive  error 
being  corrected)  is  below  one-twentieth  of  the  normal  (3/60  Snellen) 
are  usually  unable  to  perform  work  requiring  eyesight,  while  persons  with 
vision  better  than  one- tenth  (6/60  Snellen)  are  usually  able  to  perform 
some  such  work.  Persons  with  intermediate  degrees  may  or  may  not  be 
able  ; much  depends  on  intelligence  and  bodily  strength,  and  much  on  the 
nature  of  the  blindness. 

A person  whose  so-called  blindness  depends  on  defects  in  the  centre 
of  the  visual  field  may  fail  to  reach  a given  standard,  and  yet  be  able  to 
perform  some  kinds  of  work  requiring  eyesight,  while  another  person 
suffering  from  great  contraction  of  the  field  of  vision  may  surpass  the  same 
standard,  and  yet  be  unable  to  walk  alone,  or  to  do  any  kind  of  work 
requiring  eyesight.’ 

“It  is  accordingly  the  practice  of  the  Minister  to  regard  persons  whose 
visual  acuity,  after  correction  of  refractive  errors,  is  greater  than  6/60ths 
(Snellen)  as  not  being  blind  unless  the  defect  of  eyesight  includes  such  special 
conditions  as  a great  contraction  of  the  field  of  vision.  He  regards  it  as  essential 
also  that  only  visual  factors  should  be  taken  into  account,  and  that  other  bodily 
or  mental  infirmities  predisposing  to  incapacity  should  be  disregarded.’’ 

We  have  reason  to  suppose  that  in  some  parts  of  England  and  Wales  the 
practice  is  to  regard  all  persons  whose  visual  acuity  (after  refractive  errors  have  been 
corrected)  is  6/60  or  less  as  being  blind,  and  to  consider  that  persons  with  a visual 
acuity  of  more  than  6/60  may  nevertheless  be  classed  as  blind  if  there  are  other 
visual  defects.  It  seems  to  us  that  the  Minister’s  Circulars  do  not  support  such  a 
view.  So  far  as  visual  acuity  is  concerned,  the  Circular  states  that  a person  with  a 
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visual  acuity  below  3/60  (Snellen)  is  usually  unable  to  perform  work  requiring 
eyesight,  and  it  then  proceeds  to  deal  with  those  whose  vision  is  better  than  6/60 
(Snellen).  It  seems  to  follow  that  there  may  be  cases  of  persons  with  a visual  acuity 
of  3/60  or  less  who  may  be  not  blind.  The  Circular  is,  moreover,  indefinite  about 
those  with  a visual  acuity  between  3/60  and  6/60. 

In  Appendix  I to  the  Joint  Memorandum  issued  by  the  Department  of  Health 
for  Scotland  and  the  Scottish  Education  Department  on  the  22nd  October,  1931, 
certain  recommendations  were  made  with  a view  to  defining  more  closely  the  inter- 
pretation of  the  definition  of  blindness  in  the  Blind  Persons  Act,  1920.  In  view  of 
the  doubts  expressed  above  as  to  the  interpretation  of  the  definition  in  some  parts  of 
England  and  Wales,  and  as  to  this  new  interpretation  in  Scotland,  we  have  asked 
our  colleagues  on  the  Committee  who  are  ophthalmic  surgeons  to  give  us  the  benefit 
of  their  advice,  and  they  have  done  so  in  the  folloAving  terms : — 

“ In  the  interests  of  the  blind  it  is  important  that  the  same  standards  should 
be  applied  uniformly  throughout  the  country  and  we  are  of  opinion  that  such 
uniformity  of  practice  cannot  be  secured  unless  the  criteria  laid  down  in  the 
Minister  of  Health's  Circulars  681  and  780  are  more  fully  explained. 

We  have  considered  the  proposals  of  our  colleagues  in  Scotland  which  are 
set  out  in  Appendix  I of  the  Joint  Memorandum  of  the  22nd  October,  1931,  and 
find  ourselves  in  agreement  with  most  of  their  recommendations.  We  should 
prefer,  however,  to  apply  their  conclusions  to  England  and  Wales  with  certain 
modifications,  as  follows:  — 

“ Visual  acuity  ” means  the  best  direct  vision  obtainable  with  each 
eye  separately  or  both  together  (where  both  are  present)  as  tested  by 
Snellen’s  types,  with  focus  properly  corrected. 

Group  1.  Below  3/60  Snellen. — That  in  general  a person  with  visual 
acuity  below  3/60  Snellen  may  be  regarded  as  bhnd.  In  many  cases, 
however,  it  is  advisable  to  test  the  vision  at  one  metre,  and  not  to  regard 
persons  having  acuity  of  1/18  Snellen  as  prima  facie  blind,  unless  there  is 
also  considerable  restriction  of  the  visual  field. 

Note. — In  using  the  symbol  1/18  we  are  aware  that  this  indicates 
a better  acuity  of  vision  than  3/60  or  1/20,  but  as  the  standard  Snellen 
test  types  provide  a line  of  letters  which  an  eye  possessed  of  full  acuity 
should  read  at  18  metres  but  not  one  to  be  read  at  20  metres,  it  was 
considered  advisable  to  specify  1/18. 

Group  2.  6/60  Snellen  or  better That  a person  with  visual  acuity  of 

6/60  or  better  may  be  regarded  as  blind  if  the  field  of  vision  is  markedly 
contracted  in  the  greater  part  of  its  extent,  and  particularly  if  the  contrac- 
tion is  in  the  lower  part  of  the  field. 

Note. — Persons  in  this  group  suffering  from  homonymous  or 
bi-temporal  hemianopia  retaining  central  visual  acuity  of  6/18  or  better 
are  not  to  be  regarded  as  blind. 

Group  3.  Intermediate  degrees  of  visual  acuity. — That  a person  with 
visual  acuity  of  3/60  Snellen  but  less  than  6/60  Snellen 

(a)  may  be  regarded  as  blind  if  the  field  of  vision  is  considerably 
contracted,  but 

(&)  should  not  be  regarded  as  blind  if  the  visual  defect  is  of  long 
standing  and  is  unaccompanied  by  any  material  contraction  of  the 
field  of  vision,  e.g.,  in  cases  of  congenital  nystagmus,  albinism, 
myopia,  &c. 

General  Note. — In  each  of  the  above  three  groups — 

{a)  The  question  of  whether  a failure  of  vision  is  recent  or  of  long 
standing  seems  to  us  to  have  a very  special  bearing  on  the 
certification  of  blindness.  A person  whose  failure  is  recent 
is  less  able  to  adapt  himself  to  his  environment  than  is  a person 
with  the  same  visual  acuity  whose  failure  has  been  of  long 
standing.  This  is  specially  applicable  in  relation  to  Groups  2 
and  3. 
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(&)  Another  factor  of  importance,  particularly  in  relation  to 
Group  3,  is  the  age  of  the  person  at  the  onset  of  “ blindness.” 
An  old  person  with  a recent  failure  cannot  adapt  himself  so 
readily  as  a younger  person  can  with  the  same  defect. 

(c)  It  must  be  realised  that  on  rare  occasions  cases  will  arise  which 
do  not  fall  precisely  into  any  of  the  above  three  groups,  and 
we  recognise  that  such  cases  must  be  left  to  the  judgment  of 
the  certifying  ophthalmic  surgeon. 


29.  The  cost  of  certification  should  not  be  great,  and  would  probably  be 
reimbursed  by  the  economies  effected  by  confining  expenditure  on  services  for  the 
blind  to  those  who  are  properly  entitled  to  benefit  by  them.  Blind  Old  Age  Pensions 
at  the  rate  of  10s.  a week  from  the  age  of  50,  and  allowances  to  the  unemployable 
blind,  which  are  given  at  rates  varying  according  to  the  area  from  15s.  to  27s.  6d. 
a week,  throw  a heavy  burden  on  the  National  Exchequer  and  local  rates,  and  the 
continuance  of  these  benefits  should  not  be  imperilled  by  any  doubt  as  to  the 
eligibility  of  the  beneficiaries.  The  services  for  the  blind  established  and  administered 
in  this  country  under  the  Blind  Persons  Act  of  1920  constitute  a system  which  has 
no  parallel  elsewhere  for  comprehensiveness  and  generosity,  and  it  seems  a plain 
duty,  not  only  to  safeguard  these  services  from  abuse,  but,  in  the  interest  of 
prevention,  to  obtain  at  the  time  of  certification  all  available  information  on  the 
causes  of  blindness. 

30.  The  Committee  desire  to  place  on  record  their  appreciation  of  the  untiring 
services  of  their  Secretary,  Miss  Cracknall,  in  the  preparation  of  this  Report. 

The  main  recommendations  are  contained  in  paragraphs  25,  26,  27,  28. 

(Signed)  P.  M.  EVANS  (Chairman), 

C.  E.  BOLAM, 

J.  D.  MAGOR  CARDELL, 

T.  H.  CRESSWELL, 
BERNARD  CRIDLAND, 

W.  McG.  EAGAR, 

A.  EICHHOLZ, 

J.  FERGUSON, 

J.  HERBERT  FISHER, 

J.  B.  LAWFORD, 

G.  F.  MOW  ATT, 

J.  TATE. 


Grace  Cracknall 
(Secretary) . 


\^th  Decejnher,  1931. 


APPENDIX  I. 


Report  of  the  Council  of  British  Ophthalmologists 
on  the  Certification  of  Blind  Persons. 


The  Council  is  of  the  opinion  that — 

1.  Certification  of  the  blind  is  done  in  a haphazard  manner,  and  there  is  a lack 
of  uniformity,  both  in  the  method  of  certification  and  in  the  nomenclature  of  the 
diseases  certified  as  the  causes  of  blindness  ; in  addition,  a large  number  of  the 
applicants  require  very  careful  examination  and  consideration  before  a decision  can 
be  given. 

2.  A complete  and  uniform  record  of  the  blind  population  of  the  United  Kingdom, 
compiled  on  a reliable  basis,  is  most  desirable,  and  would  be  an  important  step  in 
aiding  preventive  medicine  to  reduce  the  numbers  of  the  blind. 

3.  Reports  from  Liverpool,  Glasgow  and  elsewhere  show  that  in  the  present 
complete  absence  of  system  considerable  numbers  of  persons  are  certified  as  blind, 
and  thereby  are  placed  in  a position  to  draw  pensions  and  other  advantages  from 
public  and  charitable  funds,  who  are  not  entitled  to  such  benefits,  while  others  of 
the  blind  population  never  come  under  observation  at  all.  Any  statistics  which  may 
at  present  exist  are  therefore  quite  misleading. 

4.  A system  under  which  the  entire  blind  population  comes  under  review  needs 
to  be  established,  and  steps  taken  to  ensure  that  it  be  of  universal  application. 

5.  The  system  of  clinics  which  has  now  been  working  for  two  years  in  Glasgow 
has  proved  its  efficiency  and  meets  with  the  warm  approval  of  the  Council,  and 
on  some  such  basis  similar  clinics  should  be  established  in  all  large  centres  of 
population. 

6.  The  system  adopted  should  also  be  available  for  use  in  isolated  areas  bj’ 
ophthalmic  surgeons  recognised  for  the  purpose  of  certification.  Such  surgeons 
should  have  power  to  refer  doubtful  cases  to  the  nearest  clinic. 

7.  The  determination  of  the  suitability  of  children  of  school  age  for  special  forms 
of  education  and  of  applicants  for  technical  training  under  the  Blind  Persons  Act 
should  be  a function  of  the  surgeons  working  the  system. 

8.  Certificates  of  blindness,  except  such  as  are  granted  by  ophthalmic  surgeons 
working  the  system,  should  not  be  accepted  by  public  authorities  or  by  charitable 
agencies. 

9.  If  such  a scheme  as  is  contemplated  above  can  be  adopted,  the  causes  of 
blindness  will  be  duly  ascertained  and  recorded  on  a uniform  basis  for  the  whole 
Kingdom,  and  statistics  of  the  most  varied  character  will  be  available  in  a way 
unequalled  by  any  other  nation. 
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APPENDIX  II. 

Arrangements  for  the  Medical  Certification  of  Blind 

Persons  in  Scotland. 


1.  At  their  meeting  on  22nd  January,  1931,  the  Advisory  Committee  agreed 
to  ask  the  Department  for  a statement  showing  the  action  taken  by  Local  Authorities 
to  give  effect  to  the  recommendations  in  the  Department’s  Circular,  Public  Assistance, 
No.  14,  dated  7th  November,  1930,  with  regard  to  the  establishment  of  regional 
clinics,  and  giving  a survey  of  the  whole  position. 

2.  In  the  above-mentioned  Circular  the  Department  drew  attention  to  the  need 
for  uniformity  in  the  certification  of  blindness,  and  recommended  that  for  that 
purpose  the  whole  country  should  be  covered  by  five  regional  clinics  established  at 
Glasgow,  Edinburgh,  Dundee,  Aberdeen,  and  Inverness. 

3.  The  regional  areas  suggested  for  the  purposes  of  these  clinics  were  aS 
follows : — 

(1)  Glasgow. — Counties  of  Argyll,  Ayr,  Bute,  Dumfries,  Dunbarton, 

Kirkcudbright,  Lanark,  Renfrew,  Stirling,  and  Wigtown. 

(2)  Edinburgh. — Counties  of  Berwick,  Clackmannan,  East  Lothian,  Fife 

(South  half),  Midlothian,  Peebles,  Roxburgh,  Selkirk,  West  Lothian. 

(3)  Dundee. — Counties  of  Angus,  Fife  (North  half),  Perth. 

(4)  Aberdeen. — Counties  of  Aberdeen,  Banff,  Kincardine,  Orkney,  and 

Zetland. 

(5)  Inverness. — Counties  of  Caithness,  Inverness,  Moray  and  Nairn,  Ross 

and  Cromarty,  and  Sutherland. 

4.  Prior  to  the  issue  of  the  Circular  there  existed  three  clinics  on  a regional 
basis,  but  in  no  case  did  the  area  coincide  with  that  suggested  by  the  Department. 
Ihe  desirability  of  extending  the  areas  of  these  clinics  has  since  been  brought  to  the 
notice  of  the  Local  Authorities  and  voluntary  agencies  concerned. 

5.  The  areas  covered  by  and  the  general  arrangements  in  connection  with  these 
three  clinics  are  as  follows : — 

Glasgow. — Opened  August,  1929. 

Area. — Counties  of  Ayr,  Bute,  Dunbarton,  Lanark,  Renfrew  and 
Stirling  and  Burgh  of  Dumfries. 

This  is  the  area  of  the  Glasgow  Joint  Committee  under  the 
Blind  Persons  Act,  excluding  the  County  of  Argyll.  By  arrange- 
ment between  the  Department  and  the  Joint  Committee,  examina- 
tions of  persons  in  Argyll  County  are  made  by  the  ophthalmologist 
appointed  by  the  Department  for  the  examination  of  persons  in 
that  area  whose  claims  for  a Blind  Old  Age  Pension  are  on  appeal 
to  the  Department. 

Administration. — The  clinic  is  administered  by  the  Medical  Officer  of 
Health,  Glasgow,  on  behalf  of  the  Joint  Committee  and  is  under 
the  immediate  supervision  of  Dr.  J.  M.  Halliday  of  the  Glasgow 
Public  Health  Staff. 

Ophthalmologists. — Examinations  are  conducted  by  the  following  four 
ophthalmic  specialists,  working  in  pairs,  namely,  Drs.  McMillan, 
Marshall,  Mortimer,  and  Walker. 

Centre. — The  clinic  is  held  in  the  Glasgow  Public  Health  Chambers, 
Cochrane  Street,  Glasgow. 
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Session. — Two  ordinary  sessions  are  held  each  week,  each  usually 
lasting  two  hours  ; on  Mondays  from  9.30  a.m.,  and  on  Thursdays 
from  1.30  p.m. 

Attendance. — Arrangements  for  attendance  at  the  chnic  are  made  by 
the  Glasgow  and  West  of  Scotland  Mission  to  the  Outdoor  Bhnd, 
201,  Buchanan  Street,  Glasgow. 

Edinburgh. — Opened  November,  1930. 

Area. — Counties  of  Berwick,  East  Lothian,  Midlothian,  Peebles, 
Roxburgh,  Selkirk  and  West  Lothian. 

Administration. — The  clinic  is  carried  on  by  the  Edinburgh  and  South 
East  of  Scotland  Society  for  Teaching  the  Blind. 

Ophthalmologists. — Examinations  are  conducted  by  two  ophthalmic 
surgeons  working  together,  Drs.  Graham  and  J.  Paterson. 

Centre. — The  clinic  is  held  at  the  Society’s  headquarters,  4,  Coates 
Crescent,  Edinburgh. 

Sessions. — A session  is  normally  held  every  Wednesday  lasting  two 
hours — 6 p.m.  to  8 p.m. 

Attendance. — The  Society  makes  arrangements  for  attendance  at  the 
clinic. 

« Fife. — Opened  1928.* 

Area. — Counties  of  Fife  and  Kinross. 

Administration. — The  clinic  is  carried  on  by  the  Fife  and  Kinross 
Society  for  Teaching  the  Blind. 

Ophthalmologists. — One  ophthalmic  specialist — Dr.  G.  Mackay,  Edin- 
burgh— examines  the  cases. 

Centre. — The  clinic  is  held  at  the  Society’s  offices,  1,  Townsend  Place, 
Kirkcaldy. 

Sessions. — A session  is  held  as  occasion  requires,  generally  on  a 
Tuesday,  two  or  three  times  per  month,  from  about  10.25  a.m.  to 
12.35  p.m. 

Attendance.- — Arrangements  for  attendance  are  made  by  the  Society. 

6.  The  question  of  arrangements  for  the  Counties  of  Dumfries,  Kirkcudbright 
and  Wigtown  is  under  consideration.  The  proposal  is  that  the  Glasgow  Joint 
Committee  should  open  a sub-clinic  in  Dumfries  Burgh  which  would  deal  with  cases 
in  the  Burgh  on  behalf  of  the  Joint  Committee,  and  on  a customer  or  other  suitable 
basis,  with  cases  in  the  three  Counties.  This  sub-clinic  would  be  conducted  on  the 
same  lines  as  the  Glasgow  clinic  and  examinations  would  be  made  by  Dr.  Marshall 
and  a second  ophthalmologist  working  together. 

7.  The  suggestion  has  been  made  to  Clackmannan  County  Council  that  the 
Council  should  utilise  the  Edinburgh  clinic.  This  has  yet  to  be  considered  by  the 
Council.  The  extension  of  the  area  of  the  clinic  to  cover  the  South  half  of  Fife 
County  is  dependent  on  the  future  of  the  Fife  clinic.  The  Department  have  not 
seen  their  way  to  disturb  the  existing  Fife  arrangements,  but  they  understand  that 
there  is  every  possibility  that  in  course  of  time  the  Fife  clinic  may  be  discontinued! 
and  that  arrangements  may  then  be  made  to  use  the  Edinburgh  and  Dimdee  cUnics. 
The  Edinburgh  Society  is  at  present  negotiating  with  the  Local  Authorities  in  their 
area  with  a view  to  their  accepting  the  Society’s  clinic  arrangements. 

8.  As  regards  the  setting  up  of  clinics  in  Dundee,  Aberdeen  and  Inverness,  the 
position  is  as  follows ; — 

Dundee.! 

The  Public  Assistance  Committee  of  the  Town  Council  has  decided  that 
a clinic  be  established  by  the  Town  Council  in  Dundee  Public  Health 
Chambers,  under  the  supervision  of  the  Medical  Officer  of  Health,  the  clinic 
to  be  available  for  cases  in  the  suggested  Dundee  Regional  area.  The 
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service  of  four  opthalmologists — the  two  Drs.  McGillivray  and  Drs. 
Moodie  and  Scott.  The  surgeons  are  to  work  in  pairs.  It  is  not  anticipated 
that  a session  would  normally  require  to  be  held  oftener  than  once  per 
fortnight. 

There  is  every  probability  that  Angus  County  and  Arbroath  Burgh  will 
use  this  clinic,  but  it  is  meantime  less  certain  that  Perthshire  cases  would 
be  sent  there.  The  North  Fife  position  is  as  indicated  above. 

Aberdeen.  § 

The  Aberdeen  Public  Health  Committee  have  recommended  the 
establishment  of  a clinic  at  the  City  Public  Health  Chambers,  under  the 
supervision  of  the  Medical  Officer  of  Health,  which  will  be  available  to  all 
Local  Authorities  in  the  suggested  Aberdeen  Regional  area.  Two 
ophthalmologists  will  be  appointed.  Dr.  Souter  and  one  other,  the  surgeons 
to  work  together.  Normally  one  session  per  month  will  probably  be  enough. 

Inverness.  II 

The  Joint  Committee  of  Local  Authorities  in  the  North  of  Scotland 
Combination  under  the  Blind  Persons  Act,  covering  the  same  area  as  that 
suggested  for  the  regional  clinic,  have  agreed  to  set  up  a clinic  whenever 
an  ophthalmologist  not  engaged  in  ordinary  medical  practice  is  available. 
The  establishment  of  this  clinic  depends  to  a very  large  extent  on  the 
appointment  of  an  ophthalmologist  at  the  Northern  Inhrmary,  Inverness. 


9.  The  Department  propose  to  hold  a meeting  of  the  ophthalmic  specialists 
attached  to  the  clinics  on  10th  March,  1931,  to  assist  in  securing  uniformity  in  the 
interpretation  of  the  standard  of  blindness.  The  meeting  will,  in  addition  to 
discussing  uniform  certification,  be  asked  to  recommend  a standard  form  of  medical 
certificate  to  be  used  at  the  clinics.  From  the  information  contained  in  the  medical 
certificates  it  should  be  possible  to  obtain  statistics  regarding  the  causes  of  blindness 
on  a scale  and  with  an  accuracy  probably  not  obtaining  in  any  other  country  in  the 
world. 


1th  March,  1931. 


Note. — In  November,  19.S1,  the  areas  not  yet  covered  by  the  official  clinic  system  were 
the  Counties  of  Dumfries,  Kirkcudbright,  Wigtown,  Fife,  Perth,  Clackmannan,  Argyll, 
Orkney,  Zetland  and  the  North  of  Scotland  area,  i.e.,  the  Counties  of  Caithness,  Sutherland, 
Ross  and  Cromarty,  Inverness,  and  Moray  and  Naim. 


* Clinic  since  discontinued.  The  area  will  probably  be  dealt  with  from  Dundee  Clinic  alone 
or  from  Dundee  and  Edinburgh  Clinics. 

t Since  discontinued. 

t Clinic  opened  at  the  School  Clinic,  Castle  Street,  Dundee,  on  the  27tli  August,  1931,  for 
Angus  County,  including  Dundee  Burgh.  It  may  be  extended  later  to  the  Counties  of 
Perth  and  Fife  (North  half).  Only  one  Dr.  McGillivray  is  working  at  the  Clinic. 

§ Clinic  opened  at  22,  Union  Terrace,  Aberdeen,  on  14th  August,  1931,  for  the  Counties 
of  Aberdeen  (including  Aberdeen  Burgh),  Banff  and  Kincardine.  It  may  also  be 
extended  to  Orkney  and  Zetland. 

II  Clinic  was  informally  opened  at  the  Royal  Northern  Infirmaiy’,  Inverness,  on  17th 
September,  1931,  for  Inverness  Burgh  and  the  neighbouring  parts  of  the  Counties  of 
Inverness,  Moray  and  Nairn  and  Cromarty. 


Examination  of  Persons  for  Admission  to  Register 

of  Blind  Persons. 


County  or  County  Borough 

Name  of  Person  Examined  

Occupation  (if  any) Date  of  Birth 

Previous  Occupations 

Address  

EXAMINATION  OF  EYES. 


NOTE. — The  answers  to  questions  in  Sections  2 and  3 are  required  in  order  that  reliable  information  may  be 
obtained  as  to  the  causes  of  blindness  with  a view  to  assisting  in  devising  appropriate  measures  for  its 
prevention.  It  is  therefore  of  importance  that  great  care  should  be  taken  in  making  these  replies  as 
accurate  as  possible,  and  that  entries  should  be  made  for  each  eye. 

It  is  intended  that  Section  2 should  be  confined  to  a record  of  what  the  ophthalmologist  actually 
finds  in  examining  the  eyes,  and  Section  3 should  state  as  far  as  possible  the  causes  to  which  these 
conditions  are  attributable,  e.g.,  if  the  examination  shows  interstitial  keratitis  caused  by  syphilis, 
“interstitial  keratitis”  should  be  entered  under  “Cornea”  in  Section  2,  and  “syphilis”  under  Sec- 
tion 3 B (3). 

The  findings  in  Sections  2 and  3 should  be  entered  in  Section  6. 


Right 

Left 

1. — HISTORY  OF  CASE. 

Age  at  onset  of  eye  trouble  ... 

Age  at  onset  of  blindness  ... 

2. — PHYSICAL  EXAMINATION  OF  THE  EYES. 

Visual  Acuity— 

(а)  Unaided 

(б)  With  focus  properly  corrected 

Eye. 

Eye. 

(c)  Both  eyes  together  unaided 

(d)  Both  eyes  together  with  focus  properly  corrected 


Field  of  vision  ... 

* {Please  underline  appropriate  condition.) 


Globe  (tension,  muscles,  e 
inus,  &c.) 

Lids 

Cornea  . . . 

Iris 

Ciliary  body 
Choroid 
Lens 
Vitreous 
Retina  . . . 

Optic  nerve 


g.,  squint,  nystag- 


*Right  Eye. 

1.  Good 

2.  Contracted 

3.  Less  than  10  ° 

4.  Central  Scotoma 

5.  Hemianopia 

6.  Nil 

*Left  E}’’e. 

1.  Good 

2.  Contracted 

3.  Less  than  10  ° 

4.  Central  Scotoma 

5.  Hemianopia 

6.  Nil 



Prognosis 

Is  there  any  reason  to  suspect  malingering? 
Is  re-examination  for  any  reason  desirable  ? 


If  so,  when  ? 


A. — Congenital  and  Undetermined  Causes— 

(1)  Congenital,  hereditary  and  developmental  defects 

(2)  Myopic  error ... 

(3)  Other  errors  of  refraction.  (Specify) 

(4)  Glaucoma,  primary 

(5)  Cataract,  primary 

(6)  Other  primary  ocular  defects,  e.g.,  primary  detachment  of  retina. 

(Specify)  

(7)  Tumour — intra-ocular 

(8)  Tumour — adnexa 

(9)  Other,  e.g.,  amblyopia  ex  anopsia,  &c.  (Specify)  

B. — Infectious  and  Bacterial— 

(1)  Ophthalmia  Neonatorum 

(2)  Gonorrhoea  ... 

(3)  Syphilis 

(a)  Congenital 

(b)  Acquired 

(4)  Trachoma 

(5)  Local  infection  of  coats  of  eye  ... 

(6)  Specific  Fevers,  e.gf.,  smallpox,  measles,  scarlet,  diphtheria.  (Specify) 

(7)  Meningitis — cerebro-spinal  and  other  non-tuberculous  forms.  (Specify)  

(8)  Tuberculosis ... 

(9)  Eczematous  kerato-conjunctivitis,  e.g.,  phlyctenular,  &c.,  not  definitely  tuberculous 

(10)  Septicaemia,  acute 

(11)  Septicaemia,  chronic  ; auto-toxic,  focal  sepsis 

(12)  Other  infections  and  bacterial  diseases.  (Specify) 

C. — Traumatic  and  Chemical— 

(1)  Industrial — 

(а)  Trauma.  (State  precisely) 

Cause  

Trade  i 

Process 

(б)  Industrial  disease.  (State  precisely) 

Cause  

Trade  

Process  

(2)  Non-industrial — 

(a)  Trauma.  (State  precise  cause)  


(6)  Systemic  poisoning,  e.g.,  tobacco,  alcohol,  lead,  &c.  (State  precise  cause)  

(c)  Birth  traimia 

(d)  War  trauma 

(3)  Indirect : sympathetic  oph  thalmia 

(4)  Trauma  (category  not  ascertainable) 

D. — General  Diseases— 

(1)  Anaemia  and  other  blood  diseases.  (Specify)  

(2)  Vascular  diseases,  including  cerebral  vascnlar  lesions.  (Specify)  .'. 

(3)  Diseases  of  the  central  nervous  system  (except  meningitis  and  those  mentioned  at  (4)  and  (5)  below). 

(Specify)  

(4)  Diseases  connected  with  disorders  of  pregnancy  and  childbirth,  e.g.,  eclampsia. 

(Specify)  

(5)  Intracranial  neoplasm 

(6)  Diabetes 

(7)  Nephritis 

(8)  Other  general  diseases.  (Specify)  

E. — No  information  obtainable. 


I Eye.  i Eye. 


4. — REMARKS,  e.g..  Family  history,  &c. 


5.-OTHER  MENTAL,  NERVOUS  OR  PHYSICAL  DISABILITY  (IF  ANY)  IN  ADDITION 
TO  BLINDNESS,  e.g-.— 

(1)  Mental  defect. 

(2)  Epilepsy. 

(3)  Deafness. 

(4)  Deaf-mutism. 

(5)  Crippling  defects,  bones,  joints,  spinal,  etc.  (Specify)  

(6)  Other.  (Specify)  


6.— SUMMARY  OF  CASE. 


Right  Eye. 


Eye  defects  found  (see  Section  2).  Main  (1)  (1) 

Other  (2)  (2) 

(3)  (3) 

Cause  of  eye  defects  (see  Section  3).  Main  (1)  (1) 

Other  (2)  (2) 


Left  Eye. 


(Please  UNDERLINE  the  words  which  apply  in  this  Section  7.) 

7.-TREATMENT. 

A.— History  ot  Institutional  Treatment  and  Operations  for  ophthalmic  condition  or 
its  cause— 


(1)  Not  known.  (3)  Medical,  successful. 

(6)  Surgical,  successful. 

(2)  None.  (4) 

, unsuccessful. 

(7 

unsuccessful 

(5)  , 

„ uncompleted. 

(8)  „ 

\mcompleted. 

—History  of  Anti-Specific  Treatment— 

(1)  Not  known. 

(4)  Other  treatment. 

if  any. 

(Specify) . . 

(2)  Regular  course  at  hospital  or  clinic. 

(5)  No  medical  treatment. 

(3)  By  private  practitioner. 

—Treatment  recommended— 

(1)  None.  (3)  Surgical. 

(5)  Educational,  i.e.. 

by  special  methods  (if  imder  16). 

(2)  Medical.  (4)  Optical. 

D.— Would  Treatment  probably  remove  person  from  blind  category  ? 

(1)  Yes.  (3)  Doubtful. 

(2)  No.  (4)  Yes,  but  inadvisable  on  general  grounds. 


E.-Is  Wasserman  or  other  serological  test  recommended? 

(1)  Yes.  (2)  No. 


CERTIFICATE. 


{The  answers  to  the  following  questions  must  he  YES  or  NO.) 

(1)  Do  you  consider  the  person  “ so  blind  as  to  be  unable  to  perform  any  work  for  which 

eyesight  is  essential  ” within  the  meaning  of  the  Blind  Persons  Act,  1920  ? (See 
Note  A)  ...  

(2)  If  the  person  is  a child  under  16,  is  it  blind  within  the  meaning  of  Section  69  of  the 
Education  Act,  1921,  namely,  “ too  blind  to  be  able  to  read  the  ordinary  school  books 
used  by  children,”  i.e.,  is  the  child  either — 

(a)  Totally  blind,  or  so  blind  that  it  can  only  be  appropriately  taught  in  a 
Special  School  or  Class  for  totally  blind  children  ? or 

(b)  With  such  power  of  vision  that,  though  it  cannot  read  ordinary  school 
books  or  cannot  read  without  injury  to  its  eyesight,  it  can  appropriately  be 
taught  in  a Special  School  or  Class  for  the  partially  blind  ? (See  Note  B) 

(3)  If  the  person  is  a child  under  16,  do  you  consider  it  likely  that  the  child  will  be 

blind  within  the  meaning  of  the  Blind  Persons  Act,  1920,  on  attaining  the  age 
of  16?  

{4)  If  the  person  is  16  years  of  age  or  over  and  not  at  present  blind  within  the  meaning 
of  the  Blind  Person^  Act,  1920,  do  you  consider  it  likely  that  the  person  will  become 
blind  within  the  meaning  of  the  Act  during  the  next  4 years  ? (See  Note  C) 


Address  of  place  of  Examination 


Signature 


Certifying  Ophthalmic  Surgeon. 


Date 
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NOTES. 

(A.)  Blindness  within  the  meaning  of  the  Blind  Persons  Act,  1920,  means  “ so  blind  as  to  be  unable  to  perform 
any  work  for  which  eyesight  is  essential  ” (See  Section  I.  of  the  Blind  Persons  Act,  1920).  The  Ministry  of 
Health  has  explained  the  criteria  which  should  be  adopted  in  interpreting  this  definition  in  Circular  681  of 
the  29th  March,  1926,  and  Circular  780  of  the  27th  April,  1927. 

(B.)  It  must  be  understood  that  children  who,  by  means  of  suitable  glasses,  are  able  to  read  the  ordinary  school 
books  used  by  children,  without  fatigue  or  injury  to  their  vision,  do  not  fall  within  the  above  categories. 
Children  included  in  (2)  (6)  above  must  not  be  entered  on  the  register  of  blind  persons. 

(C.)  The  primary  object  of  this  question  is  to  determine  whether  a person  not  yet  blind  should  be  trained  in 
anticipation  of  his  becoming  blind  by  the  time  the  training  is  complete. 


